Life inside the hospital differs in many ways from that in conventional psychiatric units. High security demands rules; these rules in their turn demand people to enforce them, and sanctions to uphold them; an authoritarian orientation is thus imposed on nursing staff. Warm and productive relationships do grow up between patients and nursing staff, but this reflects the skill of the nurses, not the virtues of the situation. Moreover, the detention is indeterminate, not a fixed sentence.
Physical methods of treatment are not much influenced by security factors. Psychotherapy in a maximum security unit demands a remarkable degree of detachment on the part of the therapist, who must emphasize to his patients that he is offering nothing but help to self-knowledge and certainly no increased privileges or amenities; he may indeed provoke emotional discomfort. Formal group therapy is practised in Broadmoor.
Group work of a different kind does exist in all *three hospitals; groups of patients crystallize out round common interests, e.g. football, pop music, amateur dramatics. Staff members identify themselves with these groups, However, the main theme of nonphysical methods of treatment in all three hospitals is careful, patient, training towards social conformity with a complex system of rewards, both social and monetary, and an equivalent range of disincentives to unacceptable behaviour. This system, which by and large applies to irresponsible psychotics as much as to 'rational' psychopaths, is frankly regarded by patients as one of rewards and punishments; doctors tend to euphemize the 'punishment' as a need for closer observation, or more stringent security, of a patient clinically changing to a more aggressive-assaultive phase of his disorder. The training, under medical control, covers all aspects of the patient's life, both occupational and recreational. Security considerations remain paramount; one great difficulty is to meet the needs of the explosively aggressive young adult psychopath, muscular but unintellectual, who has neither interest in nor capacity for the acquisition of delicate skills.
Against this background of control of behaviour, individual counselling and discussion of present and future difficulties goes on. It is very hard to measure results of Special Hospital regimes. The hospitals discharge, or transfer to lesser security, slightly more cases than they admit. Return rate is about 3 % of discharges, but many of the returns are self-engineered by patients who feel the need for the protection offered by maximum security.
Dr Fergus Staliard' (Henderson Hospital, Sutton, Surrey) The Therapeutic Community
The Henderson Hospital uses all the activities and functions of the institution for therapeutic needs. The operation of the entire community is the treatment. There is no clear distinction between administration, management and treatment.
The patients are a selected group with character disorders, mainly young adults of both sexes. The hospital is completely open and relies entirely on social controls which are an integral part of treatment and are implemented by the total community. A positive feed-back regulating mechanism is a kind of model whereby disruption in the system should stimulate an almost automatic reaction by the system to restore stability. Deviant and destructive behaviour must be tolerated. However, there is a well-established system of norms, values, laws and rules stressing responsible community-orientated attitudes and behaviour, and there is strong group pressure towards the acceptance of these norms, with sanctions against breaches of the rules. The culture has developed over the years through a process of continuous discussion by the whole community, patients and staff.
Major problems are: how to tolerate deviant behaviour without condoning or colluding; how to control without restricting treatment possibilities, and avoiding clumsy repressive measures which in themselves would lead to staff-patient withdrawal from each other, mutual loss of trust, distorted perceptions followed by a further round of disturbances and the emergence of paranoid patient leaders.
The joint responsibility between staff and patients for all aspects of community life, including the nursing, workshop management, ward management and the handling of disturbances, and the admission and discharge of patients, is essential for the maintenance of stability. Authority is not weakened by this sharing process, but on the contrary is strengthened by being sanctioned by those over whom the authority is exercised.
There is a complex of patient-community jobs ranging from workshop leaders, ward leaders, community catering officer, new patient selection 'Present address: Forensic Psychiatric Clinic, Glasgow group members, and many other jobs up to very senior jobs of chairman, lady vice-chairman and male vice-chairman of the patients' committeethe 'top three' as they are calledwho are responsible for co-ordinating the work of the whole patients' committee and who deal with all manner of problems by day and night in association with staff members.
The anxieties encountered in the performance of these roles and the relationship problems involved are under constant scrutiny. There is a continuous examination and re-appraisal of action and function.
The community, then, is a highly structured one with clear role differentiation, so that people understand what is expected from them, and there are predictable consequences to particular kinds of behaviour. At the same time the roles are flexible, so that they can be changed in response to new needs.
Predictable controls which necessarily come into play when there is disturbance, for example violence, mean that many patients have the experience of being held and contained through phases of disturbance and crises. At the same time patients can demonstrate or dramatize their problems behaviourally without fear that the effects will be too disastrous. The public examination of all events and issues and the continuous self-reflective operations of the community reduce the danger of bureaucratic stereotype attitudes being maintained.
The vital aspect of the therapeutic community is the enormous amount of potentially relevant data which is always available.
Appropriate staff-patient or patient groups deal with breaches of the rules and deviant behaviour. In addition, special meetings are convened at any time of the day or night to deal with crises; for example, where there is violence to property or person such a meeting is necessarily called. These meetings are extremely useful as issues are treated when urgent and alive. There is an assertion of control and regulation, but in the context of concern for the participants.
By having a structure which allows a considerable degree of control and which counteracts forces of disruption, and which at the same time allows considerable understanding of the forces at work, whether in an individual, in a particular group, or from faulty staff performance, crises can be used constructively and can be important learning experiences for the participants. Horton was taken over by the Emergency Medical Service in 1939 but, when reopened as a mental hospital in 1948, lost no time in pursuing this same policy. On the male side two locked wards have remained, but they offer no more than token security, for if their patients are to be treated rather than incarcerated they must be moved around in the hospital for social, recreational or occupational purposes; those determined to abscond thus have ample opportunity.
The revolutionary change in the conduct of mental hospitals was given legal blessing in the Mental Health Act, 1959. But there were, I believe, drawbacks in those parts of the Act concerned with the care and treatment of the mentally abnormal offender.
At Horton the impact of the offender has been more and more felt since the implementation of the new Act in November 1960 (Rollin 1963 (Rollin , 1965 . The upsurge in the number of mentally abnormal offenders admitted to mental hospitals is not exclusively a metropolitan phenomenon. This is apparent from the annual reports of the Prison Commissioners which, between 1961 and 1963, show a 25 % rise in cases remanded to prison for medical (almost always psychiatric) report and in hospital orders subsequently made. That Horton's experience is not a local one is shown in a recent paper by Bearcroft & Donovan (1965) of Long Grove Hospital, Epsom, which admits almost as many male offenders.
With the decrease in security at Horton the number of 'abscondences', as they were now euphemistically called, increased, but they did not assume startling proportions until after 1961 when the population of offenders began to build up. Table 1 shows the number of abscondences notified to the police for the years 1961, 1962 and 1963, compared with those of non-offenders
